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A Life Safety Code Recertification and 

State Licensure Survey was conducted by 

the Indiana State Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  07/13/11

Facility Number:  003130

Provider Number:  155702

AIM Number:  200386750

Surveyor:  Phillip Komsiski, Life Safety 

Code Specialist

At this Life Safety Code survey, Caring 

Hands Health Care Center was found not 

in  compliance with Requirements for 

Participation in Medicare/Medicaid, 42 

CFR Subpart 483.70(a), Life Safety from 

Fire, the 2000 edition of the NFPA 

(National Fire Protection Association) 

101, LSC (Life Safety Code), and 410 

IAC 16.2.  The original building 

consisting of everything except the West 

Wing was surveyed with Chapter 19, 

Existing Health Care Occupancies.  

This one story facility was determined to 

be of Type II (222) construction and was 

fully sprinklered.  The facility has a fire 

alarm system with smoke detection in the 

corridors, resident sleeping rooms and 

K0000 The following plan of correction or 

any corrective action set forth 

herein does not constitute an 

admission or agreement by 

Caring Hands Health Care Center 

of the facts alleged or the 

conclusions set forth in the 

statement of deficiences.The plan 

of correction and corrective action 

are prepared and executed solely 

as provisions of Federal and 

State Law.  

Caring Hands Health Care Center 

requests that this plan of 

correction be considered the 

facility's credible allegation of 

compliance.

Completion Date:  07/30/2011

 

_____________________________________________________________________________________________________

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to 

continued program participation.
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spaces open to the corridors.  The facility 

has a capacity of 87 and had a census of 

75 at the time of this survey.

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 07/19/11.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:

K0047 Exit and directional signs are displayed in 

accordance with section 7.10 with continuous 

illumination also served by the emergency 

lighting system.     19.2.10.1

SS=E

Based on observation and interview, the 

facility failed to provide directional signs 

for 2 of 8 exit discharge means of egress.  

LSC 7.10.1.4 requires the access to exits 

shall be marked by approved, readily 

visible signs in all cases where the exit or 

way to reach the exit is not readily 

apparent to the occupants to make clear 

the direction of egress to a public way.  

This deficient practice could affect 41 

residents on 100 hall and 4 residents 

observed in the dining room on service 

hall east as well as visitors and staff who 

could misinterpret which direction to go 

as a possible escape route out of the 

K0047 I.  The exit lights in question were 

installed on 07/22/11 by the 

Maintenance staff.II.  All 

residents, staff and visitors 

accessing the main hall and 

dining area are potentially 

affected by the alleged deficient 

practice.  The exit lights in 

question were installed on 

07/22/11 by the Maintenance 

staff.III.  The exit lights in 

question wer installed by 

Maintenance staff on 07/22/11 

and an audit sheet developed to 

document a monthly audit of the 

exit lights for proper functioning.  

This audit will be conducted 

monthly by the Maintenance 

Supervisor or designee.IV.  The 

07/30/2011  12:00:00AM
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facility during a fire emergency.

Findings include:

Based on observations on 07/13/11 during 

the tour between 12:27 p.m. to 2:45 p.m. 

with the Maintenance Supervisor, exit 

signs were not posted at the intersection 

where the theater is located to indicate the 

path of travel into 100 hall or into the 

service hall east which both  lead to a 

direct exit.  Based on interview on 

07/13/11 concurrent with each 

observation, it was acknowledged by the 

Maintenance Supervisor the 

aforementioned directional exit signs 

should be posted to prominently display 

the path of travel to the 100 hall and 

service hall exits.

3.1-19(b)    

Maintenance Supervisor or 

designee will audit monthly the 

exit lights and report findings to 

the QA committee monthly and 

on-going for any further action 

needed.V.  Completion Date:  

07/30/2011

K0000  

 
A Life Safety Code Recertification and 

State Licensure Survey was conducted by 

the Indiana State Department of Health in 

accordance with 42 CFR 483.70(a).

K0000 The following plan of correction or 

any corrective action set forth 

herein does not constitute an 

admission or agreement by 

Caring Hands Health Care Center 
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Survey Date:  07/13/11

Facility Number:  003130

Provider Number:  155702

AIM Number:  200386750

Surveyor:  Phillip Komsiski, Life Safety 

Code Specialist

At this Life Safety Code survey, Caring 

Hands Health Care Center was found not 

in  compliance with Requirements for 

Participation in Medicare/Medicaid, 42 

CFR Subpart 483.70(a), Life Safety from 

Fire, the 2000 edition of the NFPA 

(National Fire Protection Association) 

101, LSC (Life Safety Code), and 410 

IAC 16.2.  The West Wing with 27 beds 

was surveyed with Chapter 18, New 

Health Care Occupancies.  

This one story facility was determined to 

be of Type II (222) construction and was 

fully sprinklered.  The facility has a fire 

alarm system with smoke detection in the 

corridors, resident sleeping rooms and 

spaces open to the corridors.  The facility 

has a capacity of 87 and had a census of 

75 at the time of this survey.

of the facts alleged or the 

conclusions set forth in the 

statement of deficiences.The plan 

of correction and corrective action 

are prepared and executed solely 

as provisions of Federal and 

State Law.  

Caring Hands Health Care Center 

requests that this plan of 

correction be considered the 

facility's credible allegation of 

compliance.

Completion Date:  07/30/2011
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